1. INTRODUCTION:-Oesophagopleural fistula is a condition which occurs secondary to oesophageal surgery, instrumentation, malignancy or a rare pneumonectomy complication. The radiological signs of the EPF depend upon site, duration, and severity of perforation; and more importantly, the integrity of pleura. If the pleura remains intact, mediastinitis sets in with rupture of mediastinal pleura, pneumothorax, or hydrothorax. If the pleura is not intact, EPF can occur with resultant decompression of oesophageal contents into the pleura and thus mediastinum may not be involved. was present. No lymphadenopathy and icterus. His pulse was 90/min, blood pressure was 90/60 mmHg, oxygen saturation was 90% at room air, respiratory rate was 29 cycle/min., on auscultation bilateral rhonchi was present and breath sound was absent over right infrascapular and infra-axillary regions.
APPROACH TO DIAGNOSIS:
His investigation were as follows-HB -6.1 gm%, TLC -16780/cmm, PLATELETS-411000/Cmm, SERUM UREA-14 mg/dl, CREATININE-0.6 mg/dl, TOTAL BILIRUBIN-0.3 mg/dl, DIRECT BILIRUBIN-0.1 mg/dl, SGOT-38 I.U/lit., SGPT-20 I.U/lit., ALKALINE PHOSPHATE-190 I.U/lit. Sputum examination-GRAM STAIN showed many polymorphonuclear cells and gram positive cocci. Negative for ACID FAST BACILLI on smear examination. CULTURE AND SENSITIVITY was sterile. HIV and HbsAg-Non-reactive. USG ABDOMEN-Mild ascites with minimal pleural effusion with collapse consolidation on right side. 2D ECHO: RA/RV dilated (COR PULMONALE), severe pulmonary hypertension (70mmHg), good LV systolic function. Chest X-ray (Fig-1a & 1B) -suggestive of right mid and lower zone inhomogeneous opacity with cavitation. OESOPHAGOGRAM done with oral contrast showing communicating fistula between oesaphagus and pleura. (Fig-3a, 3b ) Fistulae further lead to development of complication in the mediastinum, trachea-bronchial tree, pleura, and lung which includes mediastinitis, empyema, and aspiration pneumonia 3 . Affected individuals may present with signs and symptoms of empyema, such as chest pain, high fever, and hypotension. Additional symptoms of dysphagia, odynophagia, or foul-tasting regurgitations should suggest the possibility of an esophagopleural fistula 4 . The presence of food particles or gastric contents in the pleural space confirms this diagnosis 5 . In patients with esophageal cancer, incidence of malignant esophageal-pleural fistula (EPF) is 5%-15% 5, 6 . Such fistulas can develop during the early or late postoperative periods after pneumonectomy. Early fistulas may result from direct injury to the esophagus at surgery, particularly if tumor is dissected from the esophageal wall. Anatomically, the esophagus is in direct contact with the lung pleura for a considerable distance on the right side, whereas on the left side, the aorta lies in between the esophagus and the pleura, except for a short distance just above the diaphragm. Therefore, processes in the esophagus can spread more easily into the right side of pleura rather than the left.
